The practical value or usefulness of any investigation is dependent upon the clinical information provided and subsequent interpretation: this is particularly important in the investigation and classification of the epilepsies. For two months the histories from clinicians and EEG technicians were prospectively evaluated from 255 consecutive patients. The histories were interpreted by a single paediatric neurologist who was blinded to their origin. The histories were reported as 'adequate' or 'inadequate', and 'diagnostic' or 'non-diagnostic' (of epilepsy). Overall 92% and 40% of technicians' and 41% and 13% of clinicians' histories were considered to have been 'adequate' and 'diagnostic', respectively. These results have implications for the electro-clinical interpretation of the EEG.
INTRODUCTION
Electra-encephalography (EEG) is a commonly requested but generally misused and abused investigation. The value and practical usefulness of any investigation, including the EEG, depends upon both the clinical information (history) as well as its interpretation.
This fact is particularly relevant for paediatric epilepsy, firstly because of the many non-epileptic paroxysmal disorders which must be considered in its differential diagnosis and secondly, because of the many epilepsy syndromes which occur in children and are age-related. A previous report has demonstrated that the clinical information provided by clinicians when requesting an EEG is inadequate, and that the role of the EEG is misunderstood'. However, there are no formal data comparing the clinical information (history) provided by a clinician when requesting an EEG with the information obtained by the EEG technician when the patient attends for the EEG. We therfore undertook a prospective study to address this specific issue. ' No attempt was made to formally collect data on whether the histories given to the clinician and to the EEG technician for an individual child, were obtained from the same person, or whether the informant had actually witnessed the episode(s). For each patient the histories were interpreted as adequate or inadequate, and diagnostic or non-diagnostic (of epilepsy, an epilepsy syndrome, or a non-epileptic disorder). This interpretation was undertaken by a single paediatric neurologist (REA) who was blinded to the origin of each history.
RESULTS
The following four groups were identified. 0 1996 British Epilepsy Association Group 1 In 34 children (13%) the histories from both the clinician and technician were adequate and diagnostic; a specific epilepsy/epilepsy syndrome in 9, a non-epileptic disorder in 25. Group 2 In 71 children (28%) the histories from the clinician and technician were adequate but non-diagnostic (or either an epilepsy syndrome or non-epileptic disorder). Group 3 In 129 children (51%) the clinician's history was inadequate and the technician's history adequate. In 68 of these patients (61%) the technician's history was diagnostic; a specific epilepsy/ epilepsy syndrome in 40, a non-epileptic disorder in 28. Group 4 In the remaining 21 children (8%) the histories from both the clinician and technician were inadequate (and therefore non-diagnostic).
These results are summarized in Table 1 . Amongst the clinicians there was no statistically significant difference in the 'adequacy' and 'diagnostic' value of the history whether obtained by the consultant (staff grade) or junior member of staff (Table 2) .
Two specific examples of clinicians vs technicians histories taken from Group 3 are illustrated below. Patient 1 Clinician: 'lCyear-old girl with 2 episodes of generalized fits lasting 5-10 minutes. Drowsy afterwards. Born seven weeks premature.' Clinician: '20-month-old boy with five or six episodes of suddenly falling to the floor, jerking of all limbs, followed by sleep. Mother had petit ma1 ? generalized/myoclonic epilepsy.' Technician: 'Episodes began aged 16 months; each occurs after he has hurt himself, usually a bump on his head. He becomes pale, limp, falls to the ground, limbs twitch slightly, lips go blue. Lasts l-2 minutes, he comes around and cries vigorously, is a little drowsy, but well within lo-15 minutes.' Clinical diagnosis: Pallid syncopal attacks/reflex anoxic seizures (EEG normal).
Discussion
The results of this study have been largely, if not wholly predictable (what was believed but unproven), in that clinicians commonly provide inadequate information when requesting an EEG, in contrast to the technicians whose histories are more often diagnostic. This has clear implications for the electro-clinical interpretation and therefore usefulness of even the 'routine' EEG. This particular aspect was not evaluated in this study as it has already been the subject of an earlier publication'.
We actually witnessed the episode(s). It was our impression however that for the majority of children it was the same informant (usually the mother) who had given the information to both the clinician and the EEG technician. It is therefore unlikely that there was any significant discrepancy between the histories given to the clinician and to the technician, which could have influenced the results of this study. Completing the audit circle will be attempted within the near future (i.e. repeating the study following the dissemination of the results to clinicians both within this, and other referring hospitals). It is our hope that this will result in an improved quality of history obtained by the clinician in the repeat study, with a consequent improvement in the diagnosis and therefore management of their patients.
Adequate and accurate clinical information will improve the electro-clinical usefulness of the EEG investigation. A good clinical history may, if not should, obviate the need for carrying out an EEG in the first place. The audit circle needs to be completed to evaluate the efficacy of educating clinicians about the importance of a good history, based on the results of this initial study.
